The results of the method are 1) complete removal of hemorrhoidal tissues; 2) rapid healing; 3) no tendency to stenosis; 4) alleviation of postoperative pain, especially at defecation; 5) lack of occurrence of postoperative bleeding because of closed internal wounds, and the chances of skin tag formation and perianal swelling are minimal because of open outer wounds.
As a result, the length of hospitalization and time away from work is remarkably shortened. In addition, the method has no particular shortcomings to be mentioned.
The techniques and results of this method are based on experience in 1,030 patients.
Operative Techniques
The operation is performed with the patient in the jackknife position, using low spinal anesthesia with 1.0 cc of 3% lidocaine hydrochloride. External and internal hemorrhoids are infused rather profusely with 0.5% lidocaine hydrochloride with 1/200,000 epinephrine. The anus is dilated as much as possible with the fingers.
The operation is started by excision of the perianal skin tag and external hemorrhoid (Fig. 1) . A rather large perianal drainage wound is formed for the prevention of skin tags (Fig. 2) .
When the incision reaches the anoderm, the breadth of excision is narrowed as much as possible. Practically, when the hemorrhoid is large with much prolapse and redundant anoderm, it is excised fairly wide. When the hemorrhoid is of medium size, the breadth of excision is very narrow. And when the hemorrhoid is of small size, the anoderm is incised lineally without excising the anoderm (Fig 3) . F~c. I. The outermost abnormality is skin tag. Next, there is an external hemorrhoid which is covered with skin. Innermost, there is an internal hemorrhoid which is covered with mucosa. The anoderm is prolapsed outside with the hemorrhoid.
FIc. 2. Operation is initiated at perianal area by incising skin tag to create external drainage wound.
F~o. 3. Extent of resection, a) When hemorrhoids are large, the anoderm is also extended and too excessive for total preservation. In this case, some of the anoderm is resected with the hemorrhoid, b) When hemorrhoids are of medium size, anoderm is resected as little as possible for preservation, c) When hemorrhoids are small, aaoderm is just incised vertically to preserve all of it.
W h e n the incision passes the a n o d e r m a n d reaches the i n t e r n a l h e m o r r h o i d , the b r e a d t h of excision is a g a i n w i d e n e d for c o m p l e t e resection of the prolapsi n g i n t e r n a l h e m o r r h o i d . As a result o f the abovem e n t i o n e d p r o c e d t , re, a d u m b e l l -s h a p e d w o u n d is f o r m e d (Fig. 4) .
T h e radix of the i n t e r n a l h e m o r r h o i d is ligated d o u b l y with n e e d l e d plain 0 catgut (Fig. 4) . Both sides o f ligated c a t g u t are p r e s e r v e d for later use.
T h e next step is r e m o v a l o f h e m o r r h o i d a l a n d fib r o u s tissues u n d e r the p r e s e r v e d a n o d e r m . T h e proc e d u r e is p e r f o r m e d with P5an's forceps held at the e d g e of the a n o d e r m , a tiny t o o t h e d pincette, a n d tiny scissors (Fig. 5) . R e m o v a l of tissues has to be c o m p l e t e for the p r e v e n t i o n of p o s t o p e r a t i v e r e c u r r e n c e a n d sw-elling. I f a h o l e is m a d e i n a d v e r t e n t l y o n the a n o d e r m , it is closed with small n e e d l e d catgut. Hemostasis is c o m p l e t e l y d o n e by e l e c t r o c o a g u l a t i o n .
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Fro. 4. External and internal hemorhoids are resected with the covering skin and mucosa. The anoderm, however, is preserved as much as possible. The hemorrhoidal and eicatricial tissues under the anoderm are scraped out completely. The radix of the hemorrhoid is ligated with needled catgut. The hemorrhoidectomy wound thus formed is dumbbell shaped.
Fro. 5. The hemorrhoidal and cicatriciaI tissues under the preserved anoderm are meticulously removed. The procedures are performed with P6an's forceps holding the edge of the anoderm, a tiny toothed pincette holding the hemorrhoidal *arices to be removed, and tiny scissors.
Fro. 6. When all hemorrhoidal tissues are removed, both edges of the mucosa and lower parts of the anoderm are hemmed with the same cab,mat that ligated the ractix of the hemorrhoid.
Fi6. 7. When the hemorrhoid is large and prolapse is excessive, the preserved anoderm is too redundant. In this case, hemming of the anodermal edges is skipped at the middle part and several stitches are added to reconstruct it.
FIe;. 8. The suture hemming the bilateral edges of the mucosa and anoderm is ligated so that the.,," meet at the base of the hemorrhoidectomy wound. The result is reconstruction of the prolapsed anoderm to the original site.
F~c.. 9. Completion of anoderm-preserving hemorrhoidectomy. The lower halves of the anodermal edges have been sutured together. Outer wound is opened for drainage and prevention of skin tag. < side at the a n o d e r m -s k i n b o r d e r as i l l u s t r a t e d in F i g u r e 6.
W h e n size a n d p r o l a p s e of a h e m o r r h o i d are excessive, the p r e s e r v e d a n o d e r m a l flap becomes too red u n d a n t . I n this case, h e m m i n g of the edge is s k i p p e d at the m i d d l e part of the edge line a n d several stitches are a d d e d to a p p r o x i m a t e the gap (Fig. 7) .
W h e n h e m m i n g t h r o u g h b o t h e d g e s o f t h e a n o d e r m is c o m p l e t e d , the s u t u r e is tied at the base of the w o u n d (Fig. 8) . T h e a p p r o x i m a t e d edges are t h e n s u t u r e d t o g e t h e r to the anal verge c o n c u r r e n t l y , fixing the a n o d e r m to the i n t e r n a l s p h i n c t e r a n d the p r o c e d u r e of a n o d e r m -p r e s e r v i n g h e m o r r h o i d e ctomy is c o m p l e t e d (Fig. 9) .
T
Postoperative Treatment
No special t r e a t m e n t is n e e d e d p o s t o p e r a t i v e l y . Diet is restricted to fluid only o n the o p e r a t i v e day. Daily e x a m i n a t i o n consists of i n s p e c t i o n a n d digital e x a m i n a t i o n a f t e r the s e c o n d p o s t o p e r a t i v e day. A n o s c o p y is d o n e occasionally w h e n it is n e e d e d . Stool e v a c u a t i o n is left to its n a t u r a l call. H o w e v e r , w h e n it is difficult, a glycerine e n e m a is p e r f o r m e d and, for c o n s t i p a t e d patients, laxatives are a d m i n i stered.
Patients are hospitalized for a week, a n d the posto p e r a t i v e course is o b s e r v e d once a week as a n o u t p atient u n t i l all w o u n d s are c o m p l e t e l y healed. 
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Results
One hundred cases of hemorrhoidectomy during a certain period by the anoderm-preserving method were compared with 100 cases of hemorrhoidectomy performed by the conventional open method in the days required for complete healing of all wounds (Fig. 10) .
Comparative results were as follows: for the conventional open method, there were no patients who had complete healing within 15 days postoperatively. Most had complete healing from 26 to 30 days postoperatively. Furthermore, in several patients, healing was prolonged for more than 40 days. The longest period required for complete healing was 302 days.
With the anoderm-preserving technique, a few patients had complete healing within 15 days. Most were completely healed from 16 to 30 days, with the peak at 21 to 25 days. No patient required more than 40 days for healing.
These data are summarized in Table 1 .
The incidence of postoperative complications in the initial 200 cases is compared to experience in 200 recent cases in Table 2 .
Skin tag formation was seen in 15 of the 200 patients operated upon initially. Initially, the wound was closed over anal verge to the perianal similar to Ferguson's 2 closed method and outer drainage was insufficient, with resulting frequent skin tag formation. In recent practice, a large drainage wound is formed perianally to prevent this, and the incidence declined from 15 patients to eight of 200. However, eradication of the incidence has not been attained because there exist patients with a strong tendency to skin tag formation (especially in women).
In those patients, the unexpected postoperative appearance of skin tags is sometimes inevitable and must be resected.
Perianal swelling after operation appeared in three initially operated patients and in two recent patients, all of whom were alleviated by conservative treatment. Prevention is attained by radical extirpation of subanodermal hemorrhoidal and connective tissues.
Anal polyps were observed initially in six and in two recent patients. There is a tendency to polyp formation in some patients (especially in women). Another problem is coarse and thick hemming of the mucosal and anodermal edges. In recent cases therefore, the anodermal edges to be sutured are made as thin as possible by excision of the underlying connective tissues and stitches are made minutely.
Overproduction of poor granulation tissues on the wound was observed in an initial case. It was produced by retained connective tissue on the internal sphincter and can be prevented by sufficient resection.
Postoperative stenosis, which should theoretically be rare, appeared in four initial patients and in one recent patient. It tends to appear when a semiclosed procedure is performed for the patients with less reserved anoderm, which sometimes occurs with extreme prolapse of hemorrhoids or mucosa entirely around the anus. All efforts have to be made to preserve the anoderm and semiclosure is abandoned for unsuitable cases. Abscess formation is rare; it was experienced in initial cases and seems to be caused by coarse maneuvers leaving nonvitalized tissues inside the closed wounds. The abscess dissolves itself or is evacuated by simple procedure. Also very rarely submucosal fistual occurs in the healed part of hemorrhoidectomy; it was not observed in this series.
Recurrence of hemorrhoids after operation occurs when hemorrhoidal tissues are not extirpated at the time of operation; recurrence is prevented by complete removal of tissues under the mucosa and anoderm.
In summary, the complications accompanying this method are not serious, few in incidence, and becoming even fewer with improvement of the technique.
D i s c u s s i o n
Ligation and excision is, in general, an excellent method for treatment of hemorrhoids because the hemorrhoids are removed and the a n o d e r m is preserved. Practically, however, too much a n o d e r m has been r e m o v e d with this p r o c e d u r e to achieve the formation of an outer drainage wound.
The tendency toward a larger wound and less preserved a n o d e r m is stronger when one tries more complete excision of the hemorrhoids.
In this respect, effort should be made to preserve the normal anatomy while satisfying the radical excision of pathologic lesions.
Several T h e i r merits and demerits were evaluated after trial and a new m e t h o d was designed by the author. T h e objectives are t h o r o u g h excision of hemorrhoids and preservation of as much anoderm as possible.
For this purpose, h e m o r r h o i d a l tissues are removed u n d e r the mucosa and anoderm.
As the result, a dumbbell-shaped wound is f o r m e d with its narrow part at the a n o d e r m and anodermal flaps are produced at both sides of the hemorrhoidectomy wound. T h e anodermal flaps, when left Dee, result in skin tags which do not contribute to reconstruction of the anoderm.
Furthermore, the a n o d e r m has abnormally prolapsed outside the anus. Fixation o f the prolapsed anodermal flaps to the normal position must be performed to make the anoderm-preserving p r o c e d u r e successful.
To achieve this purpose, the bilateral edges of the mucosa and a n o d e r m are h e m m e d with continuous sutures and tied at the radix of the hemorrhoidectomy wound so as to pull the preserved prolapsing a n o d e r m back to its normal position.
T h e bilaterally approximated anodermal edges are then sutured together concurrently fixing them to the anal canal. Bleeding has been supressed by' injection of epinephrine and secured by electrocoagulation so that no suture materials are left inside the closed wound. At the anal verge, a rather large drainage wound is made to preven: the formation of skin tags.
Results T h e r e are some shortcomings to this method. One is that this is a rather meticulous and time-consuming p r o c e d u r e , r e q u i r i n g some skill a n d experience. T h e r e are a few cases of skin tag formation, which can occur in patients with a tendency toward swelling in this area. Special consideration should be given to those patients at the time of operation. R e f e r e n c e s
